Background: Infection caused by Streptococcus agalactiae, a Group B streptococcus, is an emerging disease in non-pregnant adults. This study describes the epidemiological, clinical, and microbiological characteristics of S. agalactiae infection in adult patients in northern Thailand.
Background
Streptococcus agalactiae, a group B, β-hemolytic streptococcus, is a well-known cause of postpartum infection and neonatal sepsis [1, 2] . It colonizes in the gastrointestinal and urinary tract in healthy adults as well as the genital tract in healthy women [1, 2] . Recently, the number of cases of invasive infection caused by S. agalactiae in non-pregnant adults is increasing; [2] [3] [4] [5] [6] [7] [8] [9] [10] the majority of patients had underlying medical conditions including diabetes, malignancy, genitourinary abnormalities, neurologic deficits, cirrhosis, renal dysfunction, steroid uses, and AIDS [2, 3, [6] [7] [8] 11] . Clinical manifestations of invasive S. agalactiae infection vary widely depending on the sites of infection. Primary bacteremia without any obvious source is a common presentation in non-pregnant adults [2, 3, 6, 7, 10] . Endocarditis and meningitis have also been observed [3, [6] [7] [8] [9] . A myriad of virulence factors are crucial for its ability to cause invasive disease; these include but are not limited to the pore-forming toxins and the sialic acid-rich capsular polysaccharide [12, 13] . The mortality rate ranges from 3-47% and is highest in elderly patients with underlying medical conditions [2, 3, 5, 6, [8] [9] [10] . This study aimed to describe the epidemiological, clinical, and microbiological data of invasive S. agalactiae infection in adult patients admitted to Chiang Mai University Hospital, a tertiary care center in Northern Thailand.
Methods

Study design and population
A retrospective study was conducted among patients aged ≥15 years whose clinical specimens obtained from sterile sites grew S. agalactiae. The study was conducted between January 1, 2006 and December 31, 2009 at Chiang Mai University Hospital, an 1800-bed, tertiarycare hospital in Northern Thailand. Clinical data were retrospectively collected using a preprinted data collection form.
Definitions
Colonization was defined as the isolation of microorganisms from clinical specimens other than blood without clinical signs or symptoms [14] .
Infection was defined as the isolation of microorganisms from sterile sites accompanying clinical signs and symptoms [14] .
Specimens from sterile sites included blood, cerebrospinal fluid (CSF), and body fluid or pus taken from normally sterile sites such as joint, chorioamniotic fluid, urine, and peritoneal fluid.
Microbiological methods
The blood agar subcultures from clinical specimen after 24-hour incubation at 35 to 37°C in 5% CO 2 atmosphere were determined for group B streptococci (S. agalactiae). Agar plates with visible microorganism growth were observed for large, gray, translucent colonies with a narrow or no zone of beta-hemolysis, gram-positive cocci in pairs and chains. The biochemical method was used to identify the species of group B streptococci [15] [16] [17] .
Antimicrobial susceptibility test was performed by agar disk diffusion method according to the Clinical and Laboratory Standards Institute (CLSI) [18] . Susceptibility testing for penicillin, ampicillin, levofloxacin, tetracycline, and vancomycin was routinely performed; susceptibility to ceftriaxone and cefotaxime was done upon request by attending physicians. All the identification and susceptibility procedures were performed at the central diagnostic laboratory, Chiang Mai University hospital. These methods were not changed during the study period.
The study was approved by the Faculty of Medicine, Chiang Mai University Ethical Committee.
Statistical analysis
Clinical data were presented in numbers (%); mean and standard deviation (SD); and median and interquartile range (IQR) as appropriate. 
Results
Demographic data
One hundred and eighty-six patients and 197 specimens were identified during the 4-year period; the numbers of cases each year were 24, 56, 45, and 61, respectively. There were considerably more cases in September as shown in Figure 1 . Among the 186 patients, 82 were determined as having invasive S. agalactiae infection whereas 104 patients having S. agalactiae colonization.
From the total of 186 patients, 84 were males (45.2%) and the median age was 52 years (IQR 41, 66). One hundred and twenty-three patients (66.1%) had underlying diseases including diabetes (38 patients, 20.4%), nonhematologic malignancy (27 patients, 14.5%), hematologic malignancy (8 patients, 4.3%), chronic kidney diseases (21 patients, 9.1%), cirrhosis (2 patients, 1.1%), thalassemia (2 patients, 1.1%), and neurogenic bladder (1 patient, 0.5%). There were 12 pregnant women (6.5%); 4 patients (2.2%), 1 (1.1%), and 7 (3.8%) were in the first, second, and third trimester, respectively.
The types of clinical isolates were urine (79 patients), pus from sterile sites (41), blood (40), chorioamniotic fluid (10), sputum (9), CSF (8), joint fluid (8), peritoneal fluid (1), and vitreous (1). Isolation of S. agalactiae from multiple sites was observed in some patients, i.e., from blood and CSF (5 patients), from blood and joint fluid 
Clinical data
Among 82 patients who had invasive S. agalactiae infection, 40 patients (48.8%) presented with bloodstream infection. No other site of infection was determined in 29 (35.4%) of these 40 patients. In the remaining 11 patients, 5 patients (6.1%), 5 (6.1%), and 1 (1.2%) had meningitis, arthritis, and meningitis with arthritis, respectively. Forty-two patients (51.2%) presented with localized infection, i.e., subcutaneous abscess (19 patients, 23.2%), chorioamnionitis (10 patients, 12.2%), urinary tract infection (5 patients, 6.1%), arthritis (3 patients, 3.7%), meningitis (2 patients, 2.4%), and spontaneous bacterial peritonitis, uveitis, and tracheobronchitis (1 patient each, 1.2%).
Of the 8 patients who had meningitis, all had fever, 5 had headache, and 4 had altered mentation. The mean open pressure and close pressure when lumbar puncture was performed were 27.8 ± 6.4 and 22.8 ± 6.1 cm, respectively. The mean CSF protein was 538.1 ± 419.9 mg/dL and the mean CSF glucose was 26.1 ± 24.2 mg/dL.
Of the 8 patients who had arthritis, 6 had fever. All patients had monoarthritis including knee (2 patients), ankle (2 patients), hip (2 patients), shoulder (1 patient), and distal interphalangeal joint (1 patient). Joint fluid analysis was not done in 5 patients. The white blood cell counts in joint fluid from 3 patients were 17,800 (neutrophil 83%), 30,800 (neutrophil 100%), and 98,000 cells/mm 3 (neutrophil 96%). All 5 patients with urinary tract infection had fever and pyuria. The white blood cells in urine were 50-100 cells/high power field (HPF). Chorioamnionitis was diagnosed in 10 pregnant women; 2 were in first trimester, 1 was in second trimester, and 7 were in third trimester of pregnancy. Six patients presented with premature rupture of membranes, 2 patients had abdominal pain after non-medical abortion, and 1 patient presented with fetal death in utero.
The demographic data and clinical characteristics were shown in Table 1 .
All clinical isolates were sensitive to penicillin, ampicillin, levofloxacin, and vancomycin. All isolates were resistant to tetracycline. All patients who had infection received antimicrobial therapy; 40, 12, 6, and 6 patients received ceftriaxone, ampicillin, vancomycin, and clindamycin, respectively ( Table 2) .
Predicting factors of fatal outcome
Seventy of 82 patients (85.4%) fully recovered from invasive S. agalactiae infection. The overall mortality was 14.6% (12 patients). The patients who died had bloodstream infection (n = 5), bloodstream infection with meningitis (n = 3), arthritis (n = 2), urinary tract infection (n = 1), and subcutaneous infection (n = 1), respectively. The demographic data and clinical characteristics of those 12 patients who died were shown in Table 3 . 
Discussion
Streptococcus agalactiae is generally known to cause invasive infection in pregnant women and neonates since it commonly colonizes the vaginal and gastrointestinal tracts of healthy women [2] . However, infection in non-pregnant adults has been increasingly reported worldwide [5] [6] [7] [8] 10] . The incidence of invasive group B streptococcal diseases in the United States significantly increased from 3.4/100 000 population in 1999 to 5.0/ 100 000 population in 2005 [10] . The same trend was observed in Asia [6, 8] . In our study, although the number of cases increased significantly from 2006 to 2007 (p = 0.017, data not shown), the difference was not observed from 2007 to 2009. However, we at least demonstrated that there were 5 times more cases within 4 years given the similar diagnostic method and data collection. This study also supports the evidence of increasing number of patients who were not pregnant. In addition, infections in non-pregnant adults occurred in similar proportion in male and female that corresponded to the previous studies [3, 6, 8, 9] Other reports have not noted seasonal variation. However, our study revealed that the number was higher in September. We may need to further observe this phenomenon and explore the explanation for this finding.
Sixty percent of infected patients had underlying medical conditions including diabetes, chronic renal disease, and malignancy. Diabetes was the most common underlying medical disease in previous reports [2, 7, 10] which might be explained by the defect of bacterial engulfment by the neutrophils [19] .
Isolation of S. agalactiae from urine were mostly from colonization; in our study, only 6.3% (5/79) of patients with positive urine culture were determined as true infection. This finding was similar to the report from the United States that specimens from urine and vaginal secretions were more likely to be colonization than infection [4] .
The most common site of S. agalactiae infection was bloodstream infection which was also similar to other reports [2, 3, 6, 7, 10] . However, a study from Greece found that the most common site of infection was urinary tract [5] . In that study, the authors stated that there were two times more females than males, and it might be possible that faecal contamination during urine collection might have occurred [5] . Although echocardiogram was performed in all cases of bacteremia, no endocarditis was found in our study.
Clinical data comparing to other studies is shown in Table 5 . Interestingly, in our study, meningitis was found in higher proportion than in other reports [3, [6] [7] [8] 10, 11] . Seventy-five percent (6/8) of our patients with meningitis had concurrent bloodstream infection. The variation in infection sites among various reports might be attributed to the serotype of S. agalactiae. S. agalactiae is classified into serotype Ia/c, Ia/b, II, III, IV, V, VI, VII, and VIII [20] . Bolanos M, et al found that meningitis was correlated with infection with serotype Ia, whereas bloodstream infection, skin and soft tissue infections, urinary tract infection, and respiratory tract infections were correlated with infection with serotype III, V, III and V, and IV, respectively [21] . In addition, serotypes vary by geographic regions, e.g., serotype Ia, Ib, II, III, and V were accounted for 88% of adult cases in the United States and the most common serotype was serotype V [10] . In Japan, serotype Ia-V accounted for 69% of adult cases, and the most common serotype was serotype III [8] . This report also showed the virulence of serotype VI, VII, and VIII, which were not common in the United States [8, 10] . However, serotyping was not performed in our study.
The mortality rate in our study was 15% while those in other reports varied from 3 to over 30% [5, [7] [8] [9] 11] . Other reports found that mortality was associated with bloodstream infection, hypotension, thrombocytopenia, other concurrent bacterial infections, infection with serotype Ia, and old age [2, 3, [7] [8] [9] [10] . Although we found that 83.3% (10/12) of death occurred in patients who had severe diseases, i.e., bloodstream infection and/or meningitis, we failed to demonstrate this association in the univariate analysis. In addition, we could not identify other factors associated with mortality, which is probably due to the small sample size. All isolates in our study were susceptible to penicillin, ampicillin, and vancomycin, which was similar to other reports [5, 22, 23] . In general, group B streptococci remain uniformly susceptible to penicillins and cephalosporins in vitro, and penicillin G is still the drug of choice once the diagnosis is established [22] . However, ceftriaxone was frequently used in our study due to the fact that it could be administered once daily. Vancomycin, an alternative choice in patients who are allergic to β-lactams, was less frequently prescribed in our study.
Conclusions
S. agalactiae infection is a growing problem in nonpregnant patients, particularly in patients who had underlying medical conditions. Physicians should consider infection with S. agalactiae in the differential diagnosis of patients with meningitis or septicemia. It is noticeable from our study that no pregnant women with S. agalactiae chorioamnionitis had life-threatening conditions including bloodstream infection and meningitis, whereas non-pregnant patients had more serious infections; this might be explained by the fact that pregnant women are younger and have less comorbidities. 
